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PTO/SB/45 (01-01) 
Approved for use through 12/31/2002. OMB 0651-001 6 
U.S. Patent arid Trademark Office; U.S. DEPARTMENT OF COM J^|9QE l i-/-%c|\ /rn 
Under the Paperwork Reduction Act of 1995. no persons are required to respond to a collection of Information unless it displays a valid OMB ronj^AuAbf? ECytlV tU , 


Please type a plus sign (+) inside this box D 


MAINTENANCE FEE TRANSMITTAL FORM 


Address to: 

Assistant Commissioner for Patents 
Box M Fee 

Washington. D.C. 20231 


Heft 3 


1 3 2001 


I hereby certify that this correspondence is being deposited with the United State 
Postal Service with sufficient postage as first class mail in an envelope addressed to 
"Assistant Commissioner for Patents, Box M Fee, Washington D.C. 20231" nrrmhMC HCCIPC 
on Feburary 12 r 2001 PETlTiPNb U»"MOt 

Signature - 


Typed or printed name. 


Patrick Smith 


patentee 


Enclosed herewith is the payment of the maintenance fee(s) for the listed patent(s). 

1 . A check for the amount of $ 1 J l 9S, nn for the full payment of the maintenance fee(s) and any necessary 
surcharge on the following patents is enclosed. 


2. 


□ The Commissioner is hereby authorized to charge $_ 
indicated below to Deposit Account No. 


_to cover the payment of the fee(s) 


3. Q The Commissioner is hereby authorized to charge any deficiency in the payment of the required fee(s) or credit 

any overpayment to Deposit Account No. . 

4. D Payment by credit card. Form PTO-2038 is attached. 

•Information required by 37 CFR 1.366(c) (columns 1 & 4). Information requested under 37 CFR 1.366(d) (columns 2, 3, 5, & 6) 


Item 

Patent 
Number* 

1 

Maintenance 
Fee Amount 
(37 CFR 1.20 (e)-(g)) 

2 

Surcharge 
Amount 
(37 CFR 1.20 
(h)-(i)) . 
3 

U.S. Application 
Number" 
[06/555,555) 

4 

Payment Year 
5 

Small 
Entity? 

6 

3.5 yrs . 

7.5 yrs 

11.5 yrs 

1 

5,598,94; 

$425.00 

$700.00 


X 



X 

2 









3 









4 









5 









6 









Subtotals Columns 2 & 3 
Total Payment * 



| | additional sheets attached for listing additional patents. 



WARNING: Information on this form may become public. Credit card information' should not 
be included on this form. Provide credit card information and authorization on PTO-2038. 


Respectfully submitted* 
Customer's name: 
Telephone: 
Fax: 

Customer's Signature: 


Patrick Smith 


no phone 


Note. *AII correspondence will be forwarded to the "Fee Address" or to the "Correspondence Address" if no "Fee Address" 
has been provided. 37 CFR 1.363. 

* ''Payment of small entity fee is appropriate if small entity status still exists, see 37 CFR 1 .27(g). To establish small entity 
status or to change status from small to large entity, note the requirements of 37 CFR 1.27 and 1.33(b). 
•"WHERE MAINTENANCE FEE PAYMENTS ARE TO BE MADE BY AUTHORIZATION TO CHARGE A DEPOSIT 
ACCOUNT, BOTH CUSTOMER'S NAME AND SIGNATURE ARE REQUIRED. 


Burden Hour Statement This collection of information is required by 37 CFR 1.366. This Information is used by the public to submit (and by the'USPTO to 
process) payment of patent maintenance fees. Confidentiality Is governed by 35 U.S.C 122 and 37 CFR 1.14. This collection is estimated to take 0.08 hours to 
complete, including gathering, preparing, and submitting the complete payment of maintenance fees. Time will vary depending on Ihe individual case. Any 
comments on the amount of time you require to complete this form and/or suggestions for reducing this burden should be sent to Ihe Chief Information Officer, 
U.S. Patenl and Trademark Office, U.S. Department of Commerce. Washington, DC 20231. DO NOT SEND FEES OR COMPLETED FORMS TO THIS 
ADDRESS. SEND TO: Assistant Commissioner for Patents, Washington. DC 20231. 
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FAX RECEIVED 
FEB 1 3 2001 
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Under the Paperwork Reduction Act of 1995. no persons t 


PTO/SB/B5 (10-00) 

^r^. . Approved for usa through 12/31/2002. OMB 0651-0016 
TUT Sn Trademark 0fflce : U -S. DEPARTMENT OF COMMERCE 
jlftdfection of information unfess It displays a valid OMB control numb er. 

Docket Number (Optional) 


PETITION TO ACCEPT UNAVOIDABLY DELAYED PAYMENT OF 
MAINTENANCE FEE IN AN EXPIRED PATEN T (37 CFR 1.378(b)) 

Mail to; Assistant Commissioner for Patents 
Box DAC 

Washington, D.C. 20231 

N0TE: ^(I^SSi^^ ^ C ° mP,etin9 thlS fom1 ' P,6aSe C ° ntaCt Petiti ° nS lnfo ™*ion 


Patent No. 5,598,947 
Issue Date Fe b 4, 1997 
CAUTION: 


. Application Numbe r 08/37 7, 449 


Filing Date . 


Maintenance fee (and surcharge, if any) payment must correctly identify: (1) the patent 
number (or reissue patent number, if a reissue) and (2) the application number of the 
actual U.S. application (or reissue application) leading to issuance of thai patent to 
ensure the fee(s) is/are associated with the correct patent. 37 CFR 1.366 (c) and (d). 


Also complete the following information, if applicable 


The above-identified patent: 

[ | is a reissue of original Patent No. 

original application number 

original filing date 


_, original issue date 


□ suited from the entry into the U.S. under 35 U.S.C. 371 of international 
application filed on 


CERTIFICATE OF MAILING (37 CFR 1.8(a)) 
I hereby certify that this paper (along with any paper referred to as being attached or enclosed) is 
being deposited with the United States Postal Service on the date shown below with sufficient 
postage as first class mail in an envelope addressed to the Assistant Commissioner for Patents 
Box DAC ( Washington, D.C. 20231. 


Feb 12, 2001 


Date 


Signature 
Patrick Smith 


patentee 


Typed or printed name of person signing Certificate 


L 


Page 1 of 4] 

Burden Hour Statement This collection of Information Is required by 37 CFR 1.378. This information Is used by the public to submit (and by the U S PTO to 
process) payment of patent maintenance fees. Confidentiality Is governed by 35 U S C 122 and 37 CFR 1 14 This eoll^H™. 1. ™ m!?^? . ! , „ J ? 

u sT „r. h d Zy^l^uTZnZSZT and £ s !;. gi " iSlions ,or ,his bun,en shou " be seni «■ £ cri?S2S . Tot£Z 
)^«^«^^SS^T' DC 2023 '- ro NOT SEN0 FEES 0R C0MPLETED F0RMS T0 ™« 
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PTO/SB/65 (10-00) 
Approved for use through 12/31/2002. OMB 0651-0016 
U.S. Patent and Trademark Office: U.S. DEPARTMENT OF COMMERCE 
Under the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of Information unless It displays a valid OMB control number. 


1. SMALL ENTITY 

[xxj Patentee claims, or has previously claimed, small entity status. See 37 CFR 1 .27. 


2. LOSS OF ENTITLEMENT TO SMALL ENTITY STATUS 


I I Patentee is no longer entitled to small entity status. See 37 CFR 1.27(g). 


3. MAINTENANCE FEE (37 CFR 1.20(e)-(g)) 


The appropriate maintenance fee must be submitted with this petition, unless it was paid earlier. 


NOT Small Entity 

Amount s Fee (Code) 

Small Entity 

Amount Fee (Code) 

I I £ 3 1/2 vr fee (1831 
1 — I S 7 1/2 vr fee (1841 
1 — 1 $ 11 1/2 yr fee (185) 

I — IS 3 1/2 vr fee (2831 
1 — IS 7 1/2 vr fee (2841 
1 — 1 $ 11 1/2 vr fee (2851 


$425. 
$700. 

$1,125 


MAINTENANCE FEE BEING SUBMITTED $_ 


(Fee Code 187) must be paid as a condition 


4. SURCHARGE 

The surcharge required by 37 CFR 1.20(i)(1) of $ 

of accepting unavoidably delayed payment of the maintenance fee. 

SURCHARGE BEING SUBMITTED $_ 

5. MANNER OF PAYMENT 


. A duplicate copy of this 


| | Enclosed is a check for the sum of $ 1.125 . 00 

I — | Please charge Deposit Account No. the sum of $ 

' — ' authorization is attached. , 

□ Payment by credit card. Form PTO-2038 is attached. 

6. AUTHORIZATION TO CHARGE ANY FEE DEFICIENCY 

I I The Commissioner is hereby authorized to charge any maintenance fee, surcharge or petition fee 

— deficiency to Deposit Account No. . A duplicate copy of this authorization is attached. 


[Page 2 of 4] 

I was told to pay $425. plus $700. for unavoidably delayed payment of maintenance fee. 
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PTO/SB/65 (10-00) 
Approved for use through 12/31/2002. OMB 0651-0016 
U.S. Patent and Trademark Office: U.S. DEPARTMENT OF COMMERCE 
Under the Paperwork Reduction Act of 1995. no persons are required to respond to a collection of Information unless It displays a valid OMB control number. 


7. OVERPAYMENT 

As to any overpayment made please 
Credit to Deposit Account No. 

OR 

□ Send refund check. 

WARNING: Information on this form may become public. Credit card information should not 
be Included on this form. Provide credit card information and authorization on PTO-2038. 

V* 

8. SHOWING 

The enclosed statement will show that the delay in timely payment of the maintenance fee was 
unavoidable since reasonable care was taken to ensure that the maintenance fee would be paid timely 
and that this petition is being filed promptly after the patentee was notified of, or otherwise became 
aware of, the expiration of the patent. The statement must enumerate the steps taken to ensure timely 
payment of the maintenance fee, the date and the manner in which the patentee became aware of the 
expiration of the patent, and the steps taken to file the petition promptly. 

9. PETITIONER(S) REQUESTS THAT THE DELAYED PAYMENT OF THE MAINTENANCE FEE BE 
ACCEPTED AND THE PATENT REINSTATED. 

Feb 12 , 2001 

Date 'Signature(s) of Petilioner(s)* 
( _J Patrick Smith 



Telephone Number Typed or printed namefs) 

no phone 

2901 Beverly Rlvri, 


Address 

Los Angeles, CA 90057 

ENCLOSURES: 

Maintenance Fee payment 
[Zl Statement why maintenance fee was not paid timely 
S Surcharge 

□ 
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PTO/SB/BS (10-00) 
Approved for use through 12/31/2002. OMB 0651-0016 

Under Ihe Paperwork Red uction Acl of 1995 no persons are reauirod .» r». m ^ , " S ' "«T an * T '''" !n ' a * ° fflce : u s DEPARTMENT OF COMMERCE 
- • Per5 ° ns arB requlrB '' 10 res P° na 10 a collection of information unless a displays a valid OMB control number 


37 CFR 1 1.378(d) states: 'Any petition under this section must be signed by an attorney or agent 
Sr^ 


Date 


Signature 
Patrick Smith patentee 


Typed or printed name 


STATEMENT 

(In the space below, please provide the showing of unavoidable delay recited in paragraph 8 above.) 

The delay in timely payment of the maintenance fee was unavoidably because 
I was injured in an accident and lost the vision in my left eye due to a 
blow to the head. My loss of vision was determined to be due to a vascular 
problem, hemorrage in the eye, or to a neurological problem, compressed 
nerve. (see enclosed sample of medical reports) 

During the time since the accident and continuing up to now I suffer from 
Vertigo and fail to properly focus or concentrate due to sense of unbalance 
continually. I failed due to my injury to act in a timely manner, finally 
realizing the need to do so today. I called the Patent Office and was told 
what to do. 


Sinc erely 




Patrick Smith 


(Please attach additional sheets if additional space is necessary) 


[Page 4 of 4] 


ARRIVAL TIME. 

tjt cacf NOTF" PATIENTS ARE SEEN ACCORDING TO THE SEVERITY OF THEIR 

rSJpL^ -A© NOT.: NECESSARILY IN THE ORDER IN WHICH THEY SIGNED IN. 
TfflSDK^ON WILL BE MADE BY THE NURSE.-THANK YOU FOR YOUR UNDERSTANDING. 


PATIENT NAME 


□ 


LAST 


FIRST 


MI 


BIRTHDATE 


AGE 


SEX 


SOCIAL SECURIT Y NUMBER 


F AX RECEIVED 

FEB \ 3 20W 
PETITIONS OFFICE 


REASON YOU ARE HERE TODAY 


PRIVATE DOCTOR 
No Private Doctor 


MD PHONE # 


Clinic Patient O 


ARE YOU TAKING ANY MEDICATIONS? . YES □ NC-X 
If yes, please list (prescription and non-prescnpnon) f 


• ARE YOU ALLERGIC TO ANY MEDICATIONS? YES NO^ 
f;If yes, please list \- ... .; :£kr [ ■ ... 

{ Aspirin □ .Penicillin'- B Sulfa "'Oh- " . . ' ;:: " " 




02/13/01 12:59 FAX @009 

Best ^wlable Copy 
L, PATRICK ^ed Aug 09, 2000 m 

l^fr^^ Deceived 

FEB 1 3 200! 

DIZZINESS: . v causes . Most illnesses 

Dizziness is a common problem that has many c ^ sympt omm0m OFFICE 

and many medications c & n cause ^"iness circulation. Even ,vou ™LE 

^^/..Ur^-^r^ion.. often We dixzin... as 
one of the main symptoms. 

v o of rii, z iness that qives the sensation that you or 
Vertigo is a hna or dizziness "iFJ 1 lly involves the balance 
your surroundings are JP^ning -.^^^ by a virus infection. 

tTlll^lteTy^or circulation to the brain will often cause 

vertigo. 

The actual cause of an episode of ^Tserlous" caused not 

pinpoint. Your evaluation in^catesthat jf 

likely. You sh °^f s " m ^ orse n or ft other symptoms develop, you 
SSl n^r?oL?:-u P S wi?h yoS^o/or the Emergency Department. 

NOTIFY YOUR DOCTOR or return here in case of the following: 

- nizziness is worsening or any fainting. 

- Ihlsl pain or discomforr of any kind, or irregular heartbeat . 

- Abdominal or back pain that is worsening or changing in 

location. 

- Prolonged or high fever. 

I SEES S SSS^SS*^ sleepy, "-^g^*^' . 

irritable, slurred speech, weakness, or difficulty walking. 

- Repeated vomiting or inability to retain fluids. 

SYMPTOMS 

My'slgnitu-rnndiwtis'thit I understand, and have received a copy of, 

the above instructions. 
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>5-39-54 3 
H, PATRICK 
,6 06/20/1934 
j /30 V 00 ODOPC 

195-39-54 3023 2 



Best^^ailable Copy 


VN# 3023 


SML 



Follow-up Examination 

OT 

Patient Name: 


FAX RECEIVED 

FEB 1 3 2001 
PETITIONS OFFICE 


@011 


UNIVERSITY OPHTHALMO! 
ASSOCIATES 

JULES STEIN EYE INSTTTU" 

lOOStelnPlaxa. UCLA 
Firtt Floor 
Box 957000 

Los Angeles, OA 90095-7000 / 
(310) 825-3090 I 


Date: 


Date of Prior Examination: <£\ _ j ^ 


Age and Sex: Q{e> L^O^-\_ 
INTERVAL HISTORY: 


Contact Lens Hx: 

Average Wearing Time: 
Wearing Time Today. 
Contact Lens Solutions: 


VISUAL ACUITY: s <U\T>1 - .0 WEARING PRESCRIPTION 

f »° PH !' i r M Mf Pt. •^ ■f^- RE 

CC LE C£A! 1 PH " Near ^ 


© RE 


REFRACTION: 
Manifest: 


irJr^^s ^rp^' Add *- a-i^ .^co- 


C'ist: , Add: Near: 


Cycloplegic: 4*Ju\-^> 
RE J VA _ 


o ka*.* 


Over-Refraction/^ -^.2fD .^1. Oo/^oj ' 

RE S VA_^^7 -h" 

LE VA ' 


VA 

0^ " 


LE 


J 


VA 


rE^ATOMETRY-W^^fl^J* 


RE 
LE 


SLIT LAMP EXAMINATION 

Eyelids/lashes 

Conjunctive 

Cornea 

Anterior Chamber 

Iris 

Lens 

INTRAOCULAR PRESSURE: 
RE ( a mm Hg - r : _ 


RE 


LE 


^ Applanation 
f Y mm Hg 7i:^e 


Lp normal OU 
[3 dear OU 
[] clear OU 

□ deep & quiet O 
G normal OU 

□ clear OU 


Pneumotonometer 


Pneumot 


Tono 


Be^^fc/ailable Copy 


(1)012 



DILATED EXAMINATION: (Agent:(M^/>1V2 

Time: ( & ' 
Optic Nerve Heads RE 



CI C/2 CM <N2.5 N10 AD 


normar 



LE 


O 


cup/disc 


[vTd/m/v/p 

normal 



IMPRESSION: 


RECOMMENDATIONS: ^ / £,e J^ 


ATTENDING: 


PHYSICIANS CONTACTED: O Letter Q Telephone 


Follow-up: 


Signature 


Supervising Faculty: 


! LU. 


@013 


fey 


Single Field Analysis 


Name: SMITH.PATRICK 


ID: 1953954 


Eye. rttght 


Central 30-2 Threshold Test 

Fixation Monitor Blindspot 
Fixation Target; Central 
Fixation Losses: 8/19 
False POS Errors: 1 % 
False NEG Errors: 0 % 
Test Duration: 08:1 7 

Fovea: 33 dB 


Stimulus: III. White 
Background: 31.5 ASE 
Strategy: SITA-SUndert 


Pupil Oiameler: 

Visual Acuity: 

RX:* 2.25 OS DC X 


Date. 00-01*2000 
Time: 2:30 PM 
Age: 66 


23 

23 22 


3) t 


II 2 u 

21 2C 2S 29 

22 2«. 27 3 


18 22 27 21 
15 19 23 29 
IS 23 24 
II 21 
23 


Total 



-3 

-4 

-9 

-9 




•3 

-4 

-4 

-9 

-2 

-5 



-B -6 

-fl 

-3 

-6 

-7 

-7 

-6 


-5 -4 -4 

-4 

-4 

-4 

-5 

-1 

-2 

2 

-4 -* -3 

-3 

-2 

-3 

-5 


-4 

-e 

-B -B -4 

-4 

-2 

-5 

-7 


-t 

•4 

•10-9 "7 

-ft 

-ft 

-5 

•5 

-5 

-* 

-7 

-12 -ft 

-7 

-ft 

-7 

-I 

-t 

-5 


-10 

-1 

-ft 

-ft 

-3 





•7 

-5 

-5 

•7 





21 

21 
25 


20 
21 
25 


27 24 

29 29 

24 2ft 

23 2ft 

23 21 


13 
-A— 
12 

25 

26 

25 


21 
26 




•• i.i.i.t.i.i 


2B 
24 
24 



-5 
-I -I 
-I -2 


-2 -1 

: t 


-ft 

-6 1 -3 

3 -4 -4 -3 
-1 -2 -1 I 

0 -2 -1 


Pattern 


-5 -5 -i l 

-7 -7 -5 -3 -3 

-fl -3 -* -3 

-7 -3 

-« -3 



-2 -4 2 
-2-2-2-3 
-l -1 -2 
-3 0 -1 
-2 -5 


GHT 

General Reduction of Sensitivity 


MD -5.04 cB P<0.5% 
PSD 2.42 dB P<10% 


Deviation 

a • ■ 

Deviation 


e c a • 

a a e - 

■ ■ ■ ■ ■ 


:: :: M :: 

::))::- * 



. Cf :: :: • 

• 12 :: 



a s a a • 

a i 



c 1 1 1 1 

a c c e a 



■ Mil 


H . :: • 


II it a 

a 


JULES STEIN EYE INSTITUTE / UCLA. 
GLAUCOMA DMSJON. 2ND FLOOR 
VISUAL FIELD LAS. ROOM 2 
100 STEIN PLAZA. L-A.CA 90095 
310-794-9442 FAX 310-794-5541 



::<5X 
£<2% 

a<i% 

|<0.5% 




r^— 

' 

I . 

He 1994-96 K^nphrey Systems 
HFA 11 750-3877-Rev. A10.2 
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r ield Analysis 


-,e:SMlTH.PATRlCK 


10: '.953954 


Eye LcM 

DOB: 06-200034 


.Ural 30-2 Threshold Test 

/ixa'Jon Monitor: Blindspot 
rixatron Target: Central 
-ixa'Jon Losses: 0/15 
-alse FOS Errors: 0% 
False NEG Errors: 99% 
Tester ration: 06:27 

r=vea_- I9d3 I 


Stimulus: 111. White 
Background: 31.5 ASB 
Strategy: SITA-Standard 


Pupil 
Visuc 


i! Ac-it. 
2.75 : = 


0ato:C9-0WO0O 
Time: 2:51 ?U 
Age: 66 


30 f- 





<: 

(o 1 

i 

(0 

(0 






(0 

f- 

o | 

(0 

(0 

<o 




v'3 

(0 

(: 

(0 | 

1 

<0 


(0 

(0 


(0 

(0 

<o 

to 

(0 

12 

21 

11 

(0 

(0 

lo 

<3, 

<0 


(0 

\\ 

9 

4 

.to 


(0 

(0 

T 

lo 

<o 

10 

5 

0 

l <o 

-7* 

(0 

(0 

0 

<o 

0 

<0 

<0 

2 

(0 

<o 

(0 


(0 

<o 

(c 

(0 

<0 

<0 

<o 

(0 




(0 

(0 

(0 

<0 

0 

<0 






(c 

(0 

0 

(0 





Total 
Deviation 








-25 -25 

-25 -25 





-27 

-28 -28 

-3 -21 -2B 




-2S 

-s 

-30 -31 

-31 -20 -3D 

-2B 


-29 

-3D 

-31 

-32 -33 

-19 -10 -.2 

-33 

-27 

-M 

-31 


-33 -34 

-20 -23 -25 

-31 

-28 

-3D 

-31 


-33 -34 

-22 -27 -31 

-31 

-a 

-31 

-31 

-32 

-33 -34 

-34 -3D -32 

-31 

-a 


-31 

-32 

-32 -33 

-33 -32 -31 

•a 




•31 

-31 -31 

-31 -31 -29 






-30 -30 

-29-28 




Pattern 






-2 -3 

-3 

-3 






-4 

-5 -6 

-8 

-5 

-5 




-ft 

-7 

-8 -8 

-8 

3 

-7 

-« 


-7 

-7 

-8 

-9 -10 

3 

13 

11 

•1 -5 

GHT 

-7 

-8 


-10 -11 

2 

a 

-1 

-1 -f 

Outside normal limits 

-8 

-9 


-11 -II 

1 

-4 

-8 

-1 -t 

-1 

-9 

-10 

-10 -11 

-11 

-7 

-10 

-8 -5 



-8 


-10 -10 

-10 

-10 

-9 

-1 

MO -29.00 dB P<0.5% 



-8 

-9 -9 

-9 

-8 

-7 


PSD 6.05 dB P < 0.5% 




-7 -7 

-7 







Deviation 



• ■ i* 

en 

■ ■ a » 

■ 


. . . a . 

I 

c. a ■ ■ 

• • :: I :: 

I 

SI ■■ 

• »■■ 

I 

a ■ ■ ■ ■ 

III* 


■ ■■■ 

ni- 


■ ■■ 

ls- 


e e 

:: <SX 



C <2% 
9 < 1% 
| < 0.5% 


JULES STEIN EYE INSTITUTc / U.C.L.A. 
GLAUCOMA DIVISION. 2ND FLOOR 
VISUAL FIELD LAB. BOOM 2 
100 STEIN PLAZA. L-A..CA 90095 
310-794-9442 FAX 310-794-5541 . 


No 1994-98 Humphrey Systems 
HFA II 750-3B77-Rev. AIO.2 


02/13/01 13:02 FAX 


@015 



V 


036/195-39-54 3 
SMITH, PATRICK 
M 66 06/20/1934 


07/27/00 
SML 


VN# 3 022 


UCLA MEDICAL CENTER 

LEAVING HOSPITAL 
AGAINST MEDICAL AOVICE 


INSTRUCTIONS: Complete all blanks. Strike words that do not apply. The physician completes the "Advice" 
section. The patient signs the "Release" section. 



PERSON BEING ADVISED 


Care being refused 


(speplfy and describe): O* I ^ CC/^> Kj <X^ . 


RECEIVED 


FtBTTm 



orrfthaL 


^plications thafccan/wlll result from refusal of the abave described advised care^ 

Ay s V>rAU) f \r^Nii(^jo. V,,-, * " 



d descrit 


I certify that^ 


SIGNATURE Qf TRANSLATOR (IF APPLICABLE) 



DXTEVNDTIMEOF AOVICE 


□ AM □ PN 



acknowledge that on 


advised me of the above stated risks and/or compllcatior 


which could orwould ariste from refusal of the above advised medical care. I understand the risks and/or complication 
It (s still my desire* to refuse the advised medical care stated above. 

I do hereby release Udi Medical Center, Its agents, empl«ye«nm* physlclapetmm all llabiufy resulting from at 
adverse medical condltlbn(s) caused by my refusal of th^abov>^vl4pd/fegicarcare. 

I 



SIGNATURE OF TRANSLATOR (IF APPLICABLE) 


OATE AND TIME 


HESPCBISJBLE PARTY 

□ am -Dpm 


On 


DATE 


this patient/responsible party 


□ refused the above stated advised medical care. 

□ left UCLA Medical Center without signing the above release. 
□ jPft I in A Mp dlcal Center without full medical advice. , ^ / 

* OATEAJATI 


OJ 


U.D.JR.N. SIGNATURE 


TIUE 


□ AM p^M 


Rafor to N.S. Policy No. 202 


• HA (2*0) S 
Mft 0010(A) 


DtST: 1) Whlt—MticMl RmcortJ i 2) Ctniry—Ptttont 
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UVV ^-r^t-q . JU,a. \ and treatment plan ol Dr. 1 ^"FC 
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Eyes Examined • Conlacts • Glasses 
Emeraency Service 


(213) B70-2B48 


(31 □) 559-0500 
FAX (31 0) 559-4009 
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ALl A. KASHANI, M.D. 

DEIPLOMATC. AMERICAN BOARD OF OPHTHALMOLOGY 
436 NOTRH ROXBURY DRIVE SUITE 1 14 
BEVERLY HELLS, CALIFORNIA 90210 

U.S.A 


FAX RECEIVED 
FEB 1 3 2001 

PETITIONS OFFICE 


ember 14, 1999 


Mr. Smhh Patrick 

Xhom It May Concern: 

• Mr Patrick Smhh was seen at our office for his eye condition and be paid 

se oe aovised ibat Mr. fo , low ^ ^ me , ^ a usual 

3 00 fb M^^'dTto pay $600 for the follow up visits and required tests Mr. Smrch has 
..test. ^•ff^°"f H t ° s ?Sl before, and he was reponedly diagnosed whh left amenor 

^hl^ 
ire B-scan. 


ik you for your attention 


. Please do not beshaie to call us if you have any questions. 


erelv Yours, 
k. Kashani, M.D. 


' STEPHEN B. FIERSTIEN, M.D. 

* riOFliSlONAl COWOWllOK 
erVtXIY HIU5 IMAGING MEDICAL CENTER 

us south doheny drjve 
beverly hills. California w:i i 

TELEPHONE OlOl 530-313! 

FAX OI01 JtG-S'l! 


diagnostic Radiology 


FAX RECEIVED 

January 5, 2000 

FEB 1-3 2001 

Dear Mr. Smith, 

PETITIONS OFFICE 

Dr. AH Kashani has asked our office to schedule you for an MRI Brain scan 
and an MRI Orbit scan. I understand that there are financial reasons that 
.vould prevent you from having these necessary exams. I have agreed, at Dr. 
<ashani's request, to accept a cash payment of 5L500.00 dollars" paid at the 
ime of service, as payment in full. I hope we can be of service to you. 

Sincerely, 


aula Nickolas 
ffice Manager 


02/13/01 13:05 FAX 
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r t A HEALTHCARE 
PATIENT S K'S! - — 


PAGE 
09/01/00 15:2 


PATIENT NAME: SMITH, PATRICK 


BILL TO 
PATRICK SMITH 
2901 BEVERLY BLVD 
LOS ANGELES 


CA 90057 


, rrnnHT moo. 000073088-3022 
SSSSg PERIOD: 07/29/00 09/01/0.0 

FAX RECEIVED 

FEB 1 3 2001 
PETITIONS OFFICE 


SRV DATE 

07/27/00 

07/27/00 

07/27/00 

07/27/00 

07/27/00 

07/27/00 

07/27/00 

07/27/00 

07/27/00 

07/27/00 

07/27/00 

07/27/00 

07/27/00 


DESCRIPTION 

15400023 CHLORIDE, SERUM 
15400029 C02 CONTENT, SERUM 
15400031 CREATININE 
15400042 GLUCOSE 
15400072 POTASSIUM 
15400079 SODIUM 

15400086 UREA NITROGEN 

154002 66 CBC & PLT & DIFF 

15400380 PT 

15400353 APTT 

28 900027 ER LEVEL IV 

2B900631 ELECTRODES 

2B90019 3 ™™o 0e S b ST^tS the foiiomi ^ iKsu r cE,s, iroo 

MEDI-CAL 


33.01 
33. 0C 
33. 0( 
33. 0C 
33. 0C 
33. 0C 
33 . 0C 
59- 0C 
36. OC 
49. 2C 
243. OC 
8.00 
142. OC 


REMIT TO 
UCLA HEALTHCARE 
10920 WILSHIRE BLVD 
SUITE 1600 
LOS ANGELES 


CA 90024 


BEGINNING BALANCE 
NEW CHARGES/ ADJUSTMENTS 
NEW PAYMENTS /CREDITS 
CURRENT ACCOUNT BALANCE 


MAKE CHECK PAYABLE TO: UCLA HEALTHCARE 

„ YOU HAVE ANY Q UESTIONS ^1^ ^^^ CONTACT 
CUSTOMER SERVICE 


0-00 
768 .20 

0.00 
768.20 


02/13/01 13:05 FAX 
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All tabs, EKGs. plain jr-ray. ^Yjy.-!i l » f A' L'l n - s and fhy1hm strips are interoreted by lhe ED P nvsician unless o^erwisc specified 


jpuise oi:S02 w.. *> Mboralory and radiographic results 


jwuise ui: ouz 

'Rhythm strip: BaioTf^Tm^^^ ■ AlhjMir SvT 
jOccasionai / Irequeni PAC* T^vC* 

[Sinus bradycardia / l»cft^«brot» Oth** .„ 

;EKG:F.ale 351— (n§JK A*» ww IfUafv*!* whi 
[Sinus Sradycardln / ifttJnycp'Utft A**?i Anunai 5VH 

Vtacn LBSB RBBB LA^U 0> . , LVH 

NSSTTYs PRWP Occalion*! / ''»uueni I'ACl / PVCl 

ST elevation mm L«»t>» ,. -. 

ST deDression mm Leant „ „_., . 

Dx^LNorjpflt^qQDof04rtir># fcKO QAnnormol EKG 
CXR: f^hean si© CM CMP tnhltr«t« ^ 

Dxi^Wbrmal CXR OBoWartina CXR OAbnormal CXR 


^ — 5?/Sff5^ — 


ED course: □ ReaiMaiments QConsultations Q Procedure note Q Prior records reviewed 


■^ X RECEIVED 


f EB I 3 2001 


TEllltUNSUf-HCF 


□Admitted to ED observation [° 


] EDMD 


Observation note (Re-exam required) Dx: 


Procedure: Central line Chest lube CPR ET intubation FB removal Nerve block l&D LP Slit lamp exam Restraints Other 

ire: QConseious Sedation: Reason: 
Sedation/Analgesic agent(s) 


□ Laceration repair: Length 

Simple / Complex Anesthesia 

□irrigated w/NS Suture 

Type . Number 


QFracture(Fx)/Oislocailon(D) car 
Bone Ftfd / D 


Fx: Displaced / Nondis placed 
□initial treatment and siabili2ation 
□Treatment: Application of Sfing / Splint 


Post-procedure evaluation: ( T,M< 1 
□Awake, alert, ambulatory QVital signs stable 
□Conscious sedation protocol lollowed-see nursing record 


Clinical Impression: 1] 
2] 

3J 
4] 
5| 



Disposition 
Transferred 


f-j^tiirne 


□Left AMA Admitted by Dr. 
„_ By No. 


To. 


_ Accepted by Dr._. 
□Stable (or transfer □Unstable for transfer QTransferred to a higher level of 
Condition on disposition or transfer; ^□Stable QUnstable QExpired 
CRmCAL CARE TIME minutes 


care 


ED PA/MD Discussed with Dr. 


Signed out to Dr. 


History and physical exam performed and clinical decisions made by Or. 



AC1: Abdominal pain Ankle sprain Asthma 
Back pain Chest pain Diarrhea Fever Headache 
Head injury UTI Viral syndrome Vomiting Wound 

Wound y days Suture removal days 

Follow up in with 

Do not drive while taking 

0 RTED or PMO for a worsening of symptoms 
EI Instructions explained & questions answered 
□Lett AMA QRisks explained QPt competent 


i 


i 


Saint John's Health Center 

Santa Monica, CA 90404 

EMERGENCY DEPARTMENT SUMMARY 


ADD RES SOGHAPH 

S«HH.paTR!CX 
n:03IV- LT.5772940 
H £ I L ? E R •! , ALA-i X . 


:C69F (1 1/991 A3C Pa^e 2 si 2 


WHITE • CH AST YELLOW - BILLING 


09/Ga/C0 

PINK - DEPARTMENT 


02/13/01 13:06 FAX 


Be^^/ailable Copy ^ 

REPORT OF VISION EXAMINATION****' 
(Form valid for 6 months from examination daft) 


pnOfic Service Agency 


@}023 


91 


APPLICANT COMPLETES THIS SECTION 


| OATE OF BWTM (MO. DAY. TRJ 

G? - >o- 3 * 


| HO»« TELEPHONE MUtABER 






5SIDENCE ADDRESS , . ^ ^ CITY . 


Z1PCOOC " 

'PLCATlGtfDATE 

RELD OFFICE I 




its confidential use (CVC 1808.5) in evaluating my ability to safely operate a motor vehide. 


'PUCANT5 SIGNATURE 


OPHTHALMOLOGIST OR OPTOMETRIST COMPLETES THIS SECTION 


FAX RECEIVED 


DATE 


FFR t 5 20D1 


REFRACTION 


JVE H£W DISTANCE LENSES BEEN PRESCRIBED ANO FITTED? 

'J Yes DNo If yes: □ Glasses □ Contact Lenses DBioptic Telescope 


- DISTANCE LENSES WERE PRESCRIBED ANO HITED. S THIS THE BEST POSSIBLE CORRECTION? V HO. EXPLAIN. 


DATE NEW LENSES WERE PI 

3- S ~ 


RESf£S^ui\3 CFFiCE 


A aiOPTIC TELESCOPIC LENS WAS PRESCRIBED. S IT 

1 Galilean □ Keplerian □ Periscope/Keplerian L71 Other. 


0 TOUR PATIENT RECEIVE TRAINING IN USING THE BIOPTIC TELESCOPIC LENS? 

.lYes CDNo 


tF YES. WAS DRIVING INCLUDED IN THE TRAINING? 

□ Yes !l"No 


VISUAL ACUITY 


CUNICAL MEASUREMENT 



Both Eym 

flight Ey« 



Bolh Eyas 

Right Ey« 

L.ft Ey* 

ithout Lenses 

T/ao/vo 

it 


Without Lenses 

207 1^"*^ 

2cv yv 

20/ <4&sT 

•ilh Lenses 

T/ 

V 


With Correction 


207 

2CV Aro 


be performed if any condition exists which might affect peripheral vision. Shew the approximate peripheral exJent and any scotomas i 


the diagram below, 
LEFT EYE 

xtent: 

2ft 7 P * 

ight °a a 

P I 

own ^ 

j No condition exists that would be expected 
t lo impair visual fields. 
! Diagram is attached. 


I 

60 


Q 


I 

60 


RIGHT EYE 


l<Po 


Extent: 
Left 
Right 
Up 
Down 


DIAGNOSIS Please indicate the severity of the vision condition by placing a number 1 . 2. or 3 in the box representing the affected eye(s) 
(1 = mild 2 = moderate 3 = severe). Definitions of mild, moderate, and severe, for each condition can be obtained from DMV. II your 
patient has Hemianopia or Pseudophakia, check the box representing the affected eye. 


_R _L 

Tiblyopia 
yperopia 
zotoma 
etinrlis 
3 igmenlosa . 
onocular Q Q 

as 


0 L 

Astigmatism f.lIB! 
Keraioconus M M 
Diabetic □ Q 
Retinopathy 


R L 

Cataract ! II.! 
Myopia J.-jk! 
Macular ; • L I 
Degeneration 


R L 


Diplopia 
Nystagmus 
Retina! 
Detachment 


'Aphakia 
Hemianopia" 
Decreased 
Peripheral 
Vision 

Could the condition in the blind eye affect the fetlow eye in the future? [71 Yes Dno 
When was the monocular vision diagnosed? 


R L 


Glaucoma ' 
Pseudophakia T ^ 
Strabismus LJ L_ 


R 


[her 

lemianopia: Please identify the quadrants affected on the chart above. 


PROGNOSIS 

] Stable D Potentialry progressive S<mprovemeni possible 


PLEASE ESTIMATE HOW SOON YOUR PATIENT'S VISION SHOULD SE REEVALUATED. £» KvJ^s. 

C^mos. L7;iyear QJ 2 years Q '4 years D Other ^ 1 


ADVICE 

r ADVICE HAVE YOU GIVEN TOUR PAT IE NTT ABOUT DRfVING? 




fcTURE ^ 


— ■ ^ 

U.D.OflOX). LtC6NS€ NUM0€n 

DATE OP CXAJU 

lORESS 

crnr 



ZIP COOE 

TELEPHONE NUMBER 


. C (REV. 12^7) ^ 
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